R ACIAL and ethnic minority older persons are increas-.ing in number rapidly, growing from 13% of the total older adult population in 1990 to double that proportion by 2035 (U.S. Bureau of the Census, 1996) . This, combined with increasing life spans, will challenge our ability to provide appropriate social and health services in the coming years (Torres-Gil, 1992) . One of the biggest challenges will be providing access to appropriate, high-quality, long-term care services in our increasingly diverse society. As the older adult population becomes more diverse, analyses of long-term care based solely on older whites will be inappropriate. The research reported here provides an analysis of racial differences in access to the continuum of longterm care for older African Americans and Latinos.
The need for long-term care, as indicated by disability and disease rates, appears to be high for older Latinos and African Americans, especially considering their low socioeconomic status and cultural patterns. Compared to whites, older African Americans have higher rates of death and disability; higher rates of hypertension, diabetes, circulatory problems, and arthritis; and lower incomes and worse living conditions (Wallace, 1990a) . Older Latinos have lower death rates than non-Latino whites overall, but have higher death rates from diabetes, accidents, and chronic liver disease; along with lower incomes (Markides & Wallace, 1996) .
The use of institutional long-term care by older African Americans, Latinos, and Asian Americans is substantially lower than that of non-Latino whites (Damron-Rodriguez, Wallace, & Kington, 1994) . Race is consistently a predictor of nursing home admission, independent of caregiver burdens (McFall & Miller, 1992) , nursing home bed supply (Greene & Ondrich, 1990) , functional and cognitive impairments (Wolinsky, Callahan, Fitzgerald, & Johnson, 1993) , social support (Greene & Ondrich, 1990) , and a variety of other factors (Murtaugh, Kemper, & Spillman, 1990; Morrow-Howell & Proctor, 1994) . There is no consensus concerning the degree to which racial and ethnic differences are a result of cultural preferences and practices, economic barriers, racial barriers, or other factors (Wallace, 1990a) .
The use patterns of noninstitutional long-term care by race and ethnicity are less well established. Some research has found older African Americans more likely than whites to use adult day care and Medicare home health (Mauser & Miller, 1994; Wallace, Snyder, Walker, & Ingman, 1992) . Others have found the prevalence of paid in-home assistance to be similar for older minorities and whites (Miller et al., 1996; Norgard & Rodgers, 1997; Wallace, Levy-Storms, & Ferguson, 1995) . Still other research has found older African Americans and Latinos less likely to use formal inhome services and to use fewer hours of care than nonLatino whites (Chadiha, Proctor, Morrow-Howell, Darkwa, & Dore, 1995; Kemper, 1992) .
One key limitation of these community care studies is that the sickest and most disabled non-Latino whites are more likely to be found in nursing homes, leaving community-dwelling minority older persons with higher levels of need. This suggests that even similar relative levels of community care across race and ethnicity may not indicate an adequate matching of formal care to needs for minorities.
There are many potential barriers to the equitable use of health services by minorities. Latinos face many access problems, especially low incomes, lack of health insurance, language barriers, and comparatively low rates of having a usual source of care (Andersen, Giachello, & Aday, 1986) . Latinos have the lowest rate of private health insurance coverage, in part because many of the industries in which they are heavily employed do not provide health care coverage (U.S. GAO, 1991) . This is reflected in low rates of private "medigap" insurance among older persons (NCHS, 1997) .
African Americans share many of the same access problems as Latinos (Heckler, 1985; Jaynes & Williams, 1989) . Among those with an illness episode, Cornelius (1991) found that African Americans had less access to care than whites as a result of their lower incomes, lower rates of insurance, and being less likely to have a regular source of care. Race can also be an independent barrier to the receipt of specific services. African Americans are less likely to receive a wide range of procedures and tests independent of medical need and insurance (e.g., Escarce, Epstien, Colby, & Schwartz, 1993) . Differences in physician and hospital use by older African Americans and Latinos can be attributed in part to access barriers (Wolinsky et al., 1990) .
Because most research suggests that older minorities face multiple barriers to the use of health services, it is likely that any differences in the total formal long-term care resource utilization between whites and minorities indicate problems of access to care. Before we can investigate possible barriers to care, however, it is necessary to determine whether there are significant differences in the total use of long-term care independent of basic demographic and need variables. If racial and ethnic differences remain in the adjusted long-term care use, further study can then ask why race and/or ethnicity results in differences in care obtained.
Access to long-term care services has important public policy implications. Limited attention has been paid to access issues for chronically ill older minorities. The emphasis over the past 10-15 years on nfl^sing home cost containment has led to an increasing emphasis on providing community-based in-home services. As the in-home sector continues to develop, it is important to direct that development in ways that address those with the greatest needs.
RESEARCH DESIGN AND METHODS

Data
Data come from the 1987 National Medical Care Expenditure Survey (Agency for Health Care Policy Research [AHCPR] ). It oversampled disabled persons living in the community and sampled persons in nursing homes, allowing us to compare long-term care use of both institutionalized and noninstitutionalized older persons (Edwards & Berlin, 1989) . The survey includes 5,886 persons age 65 and over living in the community, including 1,148 with functional impairments and 4,995 in nursing homes. The community sample was interviewed four times during the 1987 calendar year. Nursing home residents were surveyed on January 1; new admissions were sampled throughout the year. Combining the two surveys, the sample size of nonLatino whites is quite large (n = 8,363) and the sample of African Americans is good for multivariate analysis (n = 957). The Latino sample is smaller, but potentially adequate to detect large differences (n = 291).
This 1987 data is relevant for the 1990s despite changes in our medical care system. By 1987 both the DRG payment system for hospitals and Medicaid home and community waiver services were in place (Estes, Swan, & Associates, 1993) . Since that time, spending on long-term care by both Medicaid and Medicare has grown, but not in a way that is likely to alter the relationship between race and longterm care use (Wallace, Abel, & Stefanowicz, 1996) .
Standard statistical packages underestimate the variances because of the complex sample design, so we used SUDAAN to calculate design effects when possible (Shah, Barnwell, & Bieler, 1996) . For multinomial logistic regressions we estimated a global design effect of 1.3, which was applied to the standard errors because a single design effect can provide better stability of estimates and give reliable results overall (Englehart, 1991) . The sponsoring agency (AHCPR) edited the data, imputed values for most missing data, and calculated weights. A unique strength of these data is their combination of institutionalized and community-dwelling older persons in a single analytic file, allowing us to distinguish between the users of different levels of long-term care services.
Variables and Analysis
Our outcome variable is a hierarchically constructed variable of long-term care use during the 1987 calendar year, focusing on the provision of personal care services. One of the distinguishing features of long-term care is that it includes both medical and social services, with different services having different causal patterns (Diwan, Berger, & Manns, 1997) . Personal care is equivalent to the custodial portion of nursing home care. It is the primary focus of most homemakers and aides and some social worker visits, and it can be provided by family members. We exclude RN, PT, physician, and similar therapeutic services where informal or family care is not a possible substitute. The resulting dependent variable codes hierarchically for those with any nursing home use during 1987, any paid personal care but no nursing home use, any informal assistance with ADLs but no nursing home or paid assistance, and no assistance. We do not separate those with both paid and unpaid personal care from those with only paid personal care because few respondents report only paid personal care.
Our analysis uses the Andersen (1995) model of health services utilization (see Bass & Noelker, 1987 , for a longterm care context). We begin with a set of predisposing variables that are relatively immutable, including race, age dichotomized at 80, gender, and education dichotomized as high school graduate versus less than 12 years of education.
Enabling variables provide the resources necessary for long-term care use. We have only one indicator of potential social support (married versus not), because several other indicators (e.g., living alone, number of living children) were not included in both the institutional and community surveys. Income data for nursing home residents was collected for the individual or the individual and spouse if married for 1986. We recoded 1987 income data for community residents to match this scheme, deflated it to its 1986 value using the 1987 Consumer Price Index, and defined low income in both groups as under $10,000. Medicaid coverage is at the time of nursing home admission for nursing home residents, to capture the effect of having existing coverage when seeking long-term care. For community residents we coded "Medicaid" for those with Medicaid at any time during the survey year, because having Medicaid could improve their ability to pay for community-based long-term care.
Need variables have consistently been the strongest predictors of health services use. For need we used difficulty in independently performing five Activities of Daily Living (ADLs): bathing, feeding oneself, dressing, getting in/out of bed/chairs, and using the toilet (Wiener, Hanley, Clark, & VanNostrand, 1990) . We also examined the four Instrumental Activities of Daily Living (IADLs) that were asked in both the nursing home and community surveys (using the telephone, managing money, shopping for personal items, and getting around the community) . The uniformly high IADLs among nursing home residents led us to drop that variable from our multivariate analysis. ADLs were measured at two points during the year for community residents; we use the highest value since we are predicting any functional assistance. In addition to functional impairments, we examined several selfreported chronic conditions that often create needs for assistance: stroke, heart conditions, diabetes, difficulty seeing, and difficulty hearing. Heart disease is a combination of three heart condition questions that loaded highly on a single factor when all chronic conditions were subjected to a factor analysis.
Cognitive impairments can create care needs that are not well identified by ADL or IADL measures (Wiener et al., 1990) . Sleep disturbances and daytime wandering, which are common among those with dementias, for example, are wearing on caregivers and can lead to institutionalization even in the absence of ADL difficulties (Pollak & Perlick, 1991) . The NMES did not provide data on the cognitive status of the noninstitutionalized population, so we examined all ICD-9 codes for all medical encounters, but found that only 1% of the community sample included any ICD-9 code involving a cognitive impairment. The small numbers and incompatibility with cognitive status measures used in the nursing home population forced us to drop this variable.
The current Andersen model (1995) posits that the health care system and environmental factors are causal factors in health services use, so we added state-level variables that may have an effect on the use of long-term care. State-level data for 1986 on nursing home bed supply, reimbursement levels, nursing home moratoria ("moratoria"), and home health care certificate of need ("HHA CON") regulations are from studies on nursing home and home care supply (DuNah, Harrington, Bednay, & Carillo, 1995; Harrington et al., 1997) . Although our outcome variable is personal care, we included a medicalized home health service variable (HHA CON) as an indicator of state-level efforts to constrain total Medicaid long-term care expenditures. An indicator of the harshness of the winter environment is the annual inches of snow and ice from the U.S. National Oceanic and Atmospheric Administration for the largest city in each state, dichotomized at 20 inches per year. As an indicator of the general availability of women to provide informal care, we included state-level labor-force participation data for women aged 45-64 from the Bureau of Labor Statistics (U.S. Bureau of the Census, 1992). These data were merged with the person-level variables by a contractor authorized by AHCPR, and the final runs including those variables were also run by the contractor. The arrangement allowed complete confidentiality to be maintained while allowing us to merge at a level of detail that would have otherwise been impossible.
We tested for multicollinearity by examining interitem correlations and later by examining the standard errors in our regressions. Although some variables were moderately correlated, such as Medicaid and low income, none exceeded 0.41. In our regressions we entered variables in blocks and retained only those variables that were statistically significant and that did not create a significant loss of fit (as assessed by chi-square changes in the -2 log likelihood between models with and without the variable) when removed. Variables removed include difficulty seeing, difficulty hearing (need variables), census region, percent women age 45-64 employed, and state average per-diem Medicaid nursing home reimbursement (contextual variables). We also examined several theoretically important interaction effects, finding no statistically significant race/ethnicity interactions but a significant gender X marital status interaction which was retained.
FINDINGS
Descriptive Trends
Functional disability is a primary need factor for longterm care. Comparisons of disability levels by race in the typical community sample can be misleading, because the higher white use of nursing homes removes relatively more disabled whites from the community, lowering the disability level of whites wh^fl-emain in the community. Combining nursing home and community samples (Table 1) shows that older African Americans continue to have higher levels of need than non-Latino whites for long-term care assistance in both ADLs and IADLs, as well as in stroke, diabetes, and difficulty seeing (Table 1) . Older Latinos and non-Latino whites differ only in a lower Latino rate of heart conditions, which is consistent with mortality data (Markides & Wallace, 1996) .
Predisposing characteristics include older African Americans and Latinos with substantially lower educational levels than non-Latino whites (Table 1) . Enabling characteristics include lower incomes and rates of being married, and substantially higher rates of Medicaid for older African Americans and Latinos compared to non-Latino whites. Our dependent variable of long-term care use shows no statistically significant differences between older Latinos and non-Latino whites, whereas older African Americans show lower nursing home rates, higher unpaid home-only care rates, and lower rates of no assistance. Even among those with 3-5 ADLs, there are racial differences: 33.5% of older African Americans and 52.5% of older non-Latino whites are in nursing homes, whereas 44.5% of African Americans and 32.3% of non-Latino whites have only unpaid care (see Wallace, Levy-Storms, Kington, & Andersen, 1997) .
Overall, the bivariate data of all older persons presents a complex picture: compared to non-Latino whites, older African Americans have lower rates of nursing home care despite higher levels of need and higher levels of Medicaid (which can pay for long-term care); yet there are higher levels of unpaid (informal) in-home care despite lower marital rates. Older Latinos have similar levels of need as nonLatino whites but higher rates of Medicaid, and do not show any statistically significant differences in the rates of long-term care use. The power of the small Latino sample is such that only very large differences would be detected. Other research has consistently shown Latino nursing home use as lower than African Americans' (Markides & Wallace, 1996) .
To assess the independent effect of the predictor variables, we estimated models using multinomial logistic regression. These models provide an estimate of the odds of receiving each type of long-term care (nursing home, paid home care, and unpaid home care only) in comparison to the odds of receiving no care.
Race Effects
In the multivariate model with no care as the reference outcome, African Americans continue to use less nursing home care than non-Latino whites, whereas the Latino coefficient is also negative but not statistically significant (Table 2) . What these parameters suggest is that the use of nursing homes by older African Americans and Latinos is not simply a function of their predisposing/demographic characteristics; their enabling characteristics as measured by insurance, income, or marital status; or need as indicated by ADLs and chronic diseases. It is unclear from the model where older African Americans and possibly Latinos go who would otherwise be in nursing homes. The betas for paid home care are negative and significant at the p < .10 level for African Americans, and not significant for Latinos. Despite a substantially larger proportion of African Americans receiving unpaid only care at the bivariate level, the regression shows positive but not statistically significant betas for unpaid home care by race and ethnicity. This regression shows what older African Americans are using less of than whites, in comparison to no care, but not what they are using more of instead.
The influence of the other variables in explaining the bivariate pattern (Table 1) of long-term care use is apparent in the race/ethnicity coefficient as other variables are stepped in (not shown). The nursing home coefficients become increasingly large negative numbers (approximately doubling in size at each step) as predisposing and enabling variables are entered. Need variables make little difference to the African American nursing home coefficient and reduce the Latino coefficient when entered last. Paid home care and unpaid home care only are affected differently. The coefficients for both types of care start positive (higher use for minorities compared to no care), but decline in size when predisposing and then enabling variables are entered, and the paid care coefficient becomes negative (lower use). Controlling for need slightly increases the African American gap with whites in paid home care, whereas it shrinks the gap for unpaid-only care for both groups. This means that some of African American-white differences in the use of long-term care at the descriptive level are masked by differences in predisposing and enabling characteristics (for all types of care) and to a lesser extent by the higher African American levels of illness and disability (for paid home care and unpaid care only).
The Influence of Predisposing Variables
Predisposing variables that are predictors in other studies are significant in our model as well. Advanced age predicts a higher probability of use of all types of long-term care compared to no care, with the strongest effect for nursing home care. Age, independent of disability, is probably a proxy for frailty that makes it more difficult to live without functional assistance. Being male (independent of marital status) decreases the probability of receiving all types of long-term care, possibly because men are more likely to refuse assistance in situations when women would accept it as a result of gender role expectations.
Finally, less than a high school education reduces nursing home care, does not have a statistically significant effect on paid home care, and increases the probability of receiving unpaid home care, suggesting a substitution effect. Lower education is probably a proxy for both lower resources (making it more difficult to afford nursing home care for those with limited incomes and assets who are not poor enough for Medicaid) and lower knowledge of community-based long-term care alternatives.
Enabling the Use of Services
Enabling variables are typically conceptualized as those that are amenable to policy intervention (Andersen, 1995) . Marital status, the only available indicator of social support, significantly decreases the use of paid home care compared to no care and has no significant direct effect for ei- ther nursing home care or unpaid home care. The interaction of gender and marital status is significant in two areas, with married men using less nursing home and paid home care than others. Being married may decrease paid help if gatekeepers to in-home personal services (e.g., social workers) assume that spouses can provide support for their disabled partner, and that wives provide the most assistance. The lower rates of formal care use by married men has implications for older African Americans, because they are less likely to be married (see Table 1 ). Low income increases the probability of both nursing home and paid home care, but we believe for different reasons. The positive relationship between low income and nursing home care is probably a result of nursing home use rather than a cause, because income-generating savings and investments are quickly depleted by the high costs of nursing home care. Low incomes may cause an increase of paid in-home personal care through a variety of non-Medicaid programs that provide paid home care services to lowincome older persons. These programs, including those funded by the Social Service Block Grant, Older Americans Act, and state funds, have less restrictive eligibility requirements than Medicaid and would improve the access to low income older persons independent of Medicaid receipt (Estes, Swan, & Associates, 1993) .
Medicaid increases the probability of receiving all types of long-term care, including unpaid home care, in comparison to no assistance. By using Medicaid at time of nursing home admission, we avoided the problem of nursing home spend-down causing Medicaid receipt, so Medicaid is probably a causal factor in increasing nursing home use. Similarly, we used Medicaid at any time during 1987 for those in the community, so it probably increased both the ability of disabled older persons to afford paid in-home care as well as increased access to a social worker who could link those in need with the appropriate services. A Medicaid case manager may also help activate a disabled older person's informal network, causing the positive effect of Medicaid on informal-only care.
The Large Effect of Need
Need variables have the largest betas (and improvement to model-fitting statistics), indicating that need is the primary predictor of long-term care use. Functional disability is an excellent predictor of the use of functional assistance, with higher levels of disability producing higher probabilities of care across all types of long-term care.
We also identified three chronic conditions that contribute to the need for long-term care. Stroke and heart disease were positively associated with all types of long-term care, independent of the level of functional disability. Both stroke and heart disease often create a variety of functional impairments, such as partial paralysis or loss of stamina, that create needs for assistance that are not fully identified by ADL measures. Diabetes only predicts the use of unpaid home care. Since diabetes progresses more slowly than the two other chronic conditions and results in somewhat less disabling conditions (loss of circulation in the extremities, blindness), it may first create a need for lower-intensity help at home that is met informally. In contrast to diabetes, acute episodes of heart attacks and strokes also bring the elder to the attention of medical and social work personnel who can refer the elder to paid services. The independent and somewhat different effects of these specific conditions demonstrate the importance of including them in any analysis of long-term care, and not aggregating them under a simple count of chronic illnesses. In sum, need has the largest effect on the use of all types of long-term care by all older persons. Income and insurance (Medicaid) continue to play an important role in access to long-term care. And the predisposing characteristics of age, gender, marital status, and education also play statistically significant roles. Even after adjusting for these predictors of long-term care, race predicts nursing home care and paid home care. Since racial and ethnic minorities are geographically concentrated, it is possible that race effects are influenced by the contextual factors of the Southern states (for African Americans) or the West/ Florida/New York (for Latinos). We therefore also model the use of long-term care including a set of contextual variables.
Contextual Variables
A number of contextual factors have been reported as important predictors of long-term care in the literature. Adding contextual variables to our model (Table 3) somewhat reduced the size of the betas for nursing homes and paid care for older African Americans and slightly increased them for Latinos. The betas for almost all of the other variables were virtually unchanged. The continued lower nursing home use by African Americans indicates that race has an effect independent of a variety of statelevel characteristics.
Some of the contextual variables showed unexpected patterns. Individuals in states with home health agency certificate-of-need regulations (HHA CON) were less likely to be in nursing homes or paid home care (compared to no care). It is possible that HHA CON is a proxy for unmeasured state policies that limit all long-term care spending. Nursing home moratoria increases unpaid-only home care but has no effect on nursing home use, compared to no care. Low bed supply at the state level does not influence whether or not an individual enters a nursing home, although other research using a similar approach found that county-level supply does have an effect (Pourat, 1995) . Finally, high levels of snow and ice increase the chances of using nursing home care, consistent with other research that suggests that severe winter weather makes it more difficult to remain living independently.
DISCUSSION: THE CONTINUING IMPORTANCE OF RACE
Race is an independent predictor in Table 2 for nursing home care (and paid care at the p < .10 significance level) for older African Americans when the reference category is no care. Changing the reference category to nursing home care (not shown) provides a more complete picture. For older African Americans compared to non-Latino whites, the betas for paid home care, unpaid-only home care, and no care compared to nursing home care are all positive and significant when controlling for predisposing, enabling, and need variables. The effect sizes for no care and unpaid care by race are similar, whereas the paid care effect size is smaller. A simple reading of Table 2 (no care as reference) would be that there is no race difference in the use of unpaid-only home care. But the race differences when we change the reference outcome to nursing home care suggests that the lack of a race effect on unpaid-only care is the result of the higher odds for African Americans of no care (the Table 2 reference). In this case, when the reference category is elevated, the effect size of other outcomes decreases in comparison. Comparing older African Americans to nonLatino whites, unpaid-only home care is similar only in relation to the higher level of African American no care in the total population. At an absolute level, we would expect to see more unpaid only care for older African Americans. A similar pattern emerged for older Latinos, but smaller effect sizes and higher standard errors due to the comparatively small sample size did not allow us to observe any statistically significant effects.
The difficulty in interpreting multinomial logistic regression coefficients is most apparent when we compare the descriptive statistics (Table 1 ) with a multinomial regression controlling only for race (not shown). At the descriptive level, nursing home care, unpaid home care, and no assistance all differ significantly between older African Americans and nonLatino whites. But the parallel multinomial logistic model shows unpaid-only home care as the only significant difference. The regression reference category is "no care," whereas in the cross-tabulations the rates are in reference to the total population. This highlights the importance of remembering that multinomial logistic coefficients (betas or odds ratios) are relative and not absolute risks. In sum, older African Americans are less likely to use nursing home care compared to similar non-Latino whites (compared to no care) and are more likely in turn to use paid home care, unpaid-only home care, and no care (in comparison to nursing home care).
CONCLUSIONS
Our analysis confirms the long observed lower rate of nursing home use by older elderly minorities compared to older non-Latino whites. The lower rate for older African Americans persists even after controlling for a large number of predisposing, enabling, need, and contextual variables. We failed to detect any difference by race for paid home care and unpaid-only home care when compared to no care. When nursing home use is the comparison dependent variable, we found older African Americans significantly more likely to use all three other possible outcomes. As with any dichotomized or nominal variable in regression models, the choice of the reference group affects the interpretation of the results. Because elderly minorities use less nursing home care when no care is the reference, and use more of all community types of care when nursing home is the reference, it suggests that some African Americans who would be in nursing homes if they were white are instead living in the community using paid home care, unpaid care only, and occasionally no care at all.
Our findings differ from those of Miller et al. (1996) , who found no racial differences in the use of community services using the same dataset. Miller et al., however, used only the community data, and our analysis indicates increases in all levels of community care (including no care) by older African Americans. This suggests that multivariate analyses of community populations alone may give an incomplete picture. Similarly disabled older African Americans and whites in the community may have a similar service mix, but older African Americans are more often found in the community. Given the substantially lower use of nursing home care by older African Americans and Latinos, it is critical that analyses consider the entire long-term care continuum.
The continued independent effect of race in long-term care use raises two questions: Why is race a significant independent variable, and does community-based long-term care compensate equitably for lower nursing home use? Race can work as an independent variable through one or more social processes, including culture, class, institutionalized discrimination, and geopolitical context (Wallace, 1990b) .
Culture, as the beliefs and values of a group, could be the cause of the observed race effect to the extent that African Americans have stronger family bonds or other culturebound resources. Research has found that African American caregivers report lower levels of stress and depression and stronger beliefs about filial support (Connell & Gibson, 1997) . Culture could also be the source of noninstitutional care preferences (Wallace, 1990a) . We are not able either to support or contradict a role for culture, because we did not have measures of cultural values such as familism or attitudes toward nursing homes.
Class, as a measure of material resources and power, is imperfectly controlled for in our analysis by income and Medicaid. Assets are also important, because many nursing home residents pay privately by spending assets (Spillman & Kemper, 1995) , and whites have substantially more assets than African Americans or Latinos. White families have about 10 times the assets of those headed by African Americans and Latinos, a gap that remains at almost three RACE AND LTC S i l l to one even when comparing families in the highest income quintile of each race/ethnicity (U.S. Bureau of the Census, 1995). Family networks can also contribute by paying nursing home costs privately. Thus, although economics is clearly a factor in long-term care use in our findings, some economic factors that were not controlled in our analysis may have contributed to the race effect. In addition, it is possible that there is a class-culture interaction such that all wealthier older persons share similar values toward family and institutional care, whereas the values of low-income older persons vary along racial and ethnic lines.
Race effects, independent of culture and class, may result from institutionalized discrimination. At the individual level, older minorities may feel unwelcome in predominately white nursing homes. At a structural level, residential segregation may limit the availability of nursing homes for older African Americans (Wallace, 1990b) . Professionals may also steer older minorities away from nursing homes based on stereotypes of minority preferences for family care only. Since race is a socially constructed category, it is not enough to find a residual race effect; we must also identify the processes by which race remains an independent force.
Independent race effects could also result from unmeasured noneconomic effects that correlate with race. For example, we had no cognitive status measures. To the extent that older African Americans have a worse cognitive status than whites, and cognitive status predicts any care versus no care in a community sample (Norgard & Rodgers, 1997) , the race coefficient could be influenced by unmeasured cognitive differences.
Finally, the geographic clustering nationally of older minorities means that geopolitical variations may cause some racial differences. Our climate variable could be considered a need variable, with harsher weather increasing the need for care. Other significant state-level supply factors can be considered enabling variables. None, however, eliminated the racial differences. County-level factors, especially the supply and relative costs of long-term care services, are also likely to have an effect on use (Pourat, 1995) but remain unmeasured in our analysis.
If racial differences in the use of long-term care result from informed cultural preferences then equity of access to care is not a problem. If, however, they are driven by class, institutionalized discrimination, or enabling geopolitical factors, then policy intervention to reduce inequities in access is appropriate. Unraveling the relative causes of racial differences requires an explicit operationalization of each of these factors in future research.
The second question is: What replaces nursing home care for some older minorities? Our investigation was limited to personal care services in the community, to focus on types of services that could be provided by paid help in or out of institutions, or by family and friends at home. The odds of African American nursing home use is 40% below that of older non-Latino whites with the same predisposing, enabling, need, and contextual characteristics. There appears to be a "bumping down" in the levels of care received by older minorities, because no single type of care substitutes for nursing home care. Older minorities are more likely to remain in the community, many receiving paid in-home care (personal care). But then many older minorities who would be receiving paid in-home care if they were nonLatino white are "bumped down" to unpaid-only in-home care, with still others going from unpaid to no care.
A clear determination of access barriers requires data on care preferences. Preferences may decrease nursing home use, but no research suggests that older African Americans or their families do not want paid help at home. Regardless of the cause of the shift of care away from nursing homes, an equitable long-term care system would provide a compensating level of care in the community. Our research suggests that compensating levels of paid care did not exist in 1987. Medicaid spending on community care has grown substantially since then, but it is unlikely that this racial pattern has changed as a result (Wallace et al., 1997) .
These findings indicate that any expansion of community-based long-term care needs to take into account older minorities' patterns of needs and potential access barriers. The "bumping down" of the long-term care needs of older minorities means that minority families and communities are shouldering a disproportionate share of the caregiving burdens. Improving the equity of access to care will require focusing on reducing race-related forces in the availability of formal care, its accessibility, and its acceptability.
